name and the abbreviation (NVC), and owner of the Web address (www.neurovascularcoalition.org), I would like to correct important facts and clarify misconceptions.
The creation of the NeuroVascular Coalition in 2003-2004 was during the early days of carotid stent placement. The 4500-member Society of Interventional Radiology (SIR) and the 3000-member American Society of Neuroradiology (ASNR) were the cornerstones of the NeuroVascular Coalition for 2 reasons. First, almost all cerebral angiographic examinations in the United States were performed and/or imaged by our members (thus pertinent to carotid stent placement). We (American Society of Interventional and Therapeutic Neuroradiology [ASITN], SIR, ASNR) all have at least 6 months of formal Accreditation Council for Graduate Medical EducationϪ defined training in the neurosciences (neuroanatomy, neuropathology, neuro-CT, MR imaging, neuroangiography, single-photon emission CT, carotid Doppler, and so forth), and our members invented the field of "Interventional Neuroradiology," thus the name. The founding societies of NVC were ASITN, ASNR, SIR, the American Academy of Neurology, the Congress of Neurological Surgeons, and the American Association of Neurological Surgeons (and the combined Cerebrovascular Section of the 2 neurosurgery societies). Previously, in 2001, the ASITN/SNIS, ASNR, and SIR published an official joint statement, "Emergency Interventional Stroke Therapy," specifically stating that, with appropriate training, physicians from our specialties could treat strokes. 4 The lows/members of the authoring societies. The requirement that a neurointerventional fellow must be the "primary operator" for 10 complete stroke cases during their fellowship is laudable but seldom achieved; there are very few neurointerventional fellowships in the United States that provide enough experience. Most fellows would be fortunate to even see 10 endovascular stroke cases, yet neurointerventional fellowship directors must now personally certify all fellows as being the "primary operator" on at least 10 cases. I believe that intra-arterial stroke therapy is effective but that it requires many more well-trained physicians to provide this service to the United States. I agree with Meyers et al 1 and other societies that adequate training is essential for physicians who perform intra-arterial stroke revascularization. However, I disagree that adequate training can only be acquired in a full neurointerventional fellowship (or that such fellowships necessarily provide adequate training), and I disagree that such a requirement will then supply sufficient numbers to adequately staff stroke programs nationwide. Even now, 4000 cardiologists are not enough to provide nationwide endovascular treatment for acute myocardial infarction. There are many neurointerventionists who do not wish to ever be called in the middle of the night, nor can a 1-to 2-person group do this alone. Many major cities do not currently have a 24/7/365 endovascular stroke program. The largest program in the Southeastern United States is in Chattanooga, Tennessee and the largest published single-center series comes from Oklahoma City, Oklahoma. 6 Of nearly a dozen physicians running these programs, there is only 1 fellowship-trained neurointerventionist. SIR, with leadership from multiple neurointerventional fellowship-trained physicians who are members of ASNR, SIR, and SNIS (including myself), has published a different training guidelines document for physicians who treat acute ischemic stroke. 7 In the SIR document, the fundamental premise is that the physician must acquire and demonstrate mastery of the necessary knowledge and skills and confirm this by tracking outcomes. One route is through a good neurointerventional fellowship. In that way, we could more powerfully document the quality of care and demonstrate that endovascular stroke therapy works. We would also be better able to focus on patient outcomes rather than on the pedigree of a fellowship.
